INTRODUCTION
Most elderly population suffers of chronic pain, being that its prevalence among community elderly may vary from 25 to 50%, in some studies [1] [2] [3] [4] . Chronic pain is multifactorial and its control may be difficult due to the complex interaction of its various domains (physical, psychological and social) with other related factors. Nevertheless, such interaction varies not only among individuals, but also along time for a same individual 5 . Notwithstanding the high prevalence of chronic pain among the elderly, its implications for their health and quality of life are inadequately studied, evaluated and managed 2 . Subjective concepts and phenomena, such as pain, are difficult to be accurately measured without the aid of tools which, in their vast majority, are validated for specific populations such as youngsters. One-dimension pain evaluation tools often measure its intensity, being the most common the visual analog scale (VAS) and the pain verbal numeric scale (VNS). On the other hand, multidimensional tools, such as McGill Pain Questionnaire and The Wisconsin Pain Inventory, which address pain in its different domains, are long and difficult to score and to apply to the elderly 6 . The practical guide for chronic pain in the elderly, developed and updated by the American Society of Geriatrics (1998 and 2002) 7, 8 recommends that multidimensional tools should be used to evaluate pain in the elderly. So, there is the need for tools allowing pain quantification and approach in the elderly in a multidimensional manner, and that they are culturally adapted for countries with languages different from English. There are not many specific tools in Brazil that are easy to be clinically applied for multidimensional pain evaluation in the elderly. The Geriatric Pain Measure (GPM) 9 was developed to provide multidimensional pain evaluation, being easy to apply and understand, which may be useful for outpatient elderly populations or those living in long term care facilities. It has already been translated and culturally adapted for Brazil (GPM-P) 10 , however its psychometric properties have not yet been studied in our country. GPM addresses pain multidimensions, such as intensity (items 13, 17, 19, [20] [21] [22] [23] , "disengagement" (items 9-12, 15, 18, 24), pain at ambulation (items 4-7), pain at vigorous activities (items 1-3) and pain during other activities (items 8,13-16) 9 , involving sensory-discriminating, motivational-affective and cognitive-evaluative dimensions of pain, described by Melzack & Katz 11 . This study aimed at evaluating, in chronic pain elderly patients, psychometric measures of GPM-P, that is, at confirming its reliability, by means of internal consistency and reproducibility and also its validation by means of its construct validity.
METHODS
This is an epidemiologic, observational, descriptive and analytical study. Participated in the study 70 elderly, from September 01 to 30, 2014, who were been followed by the "Service of Pain and Musculoskeletal Diseases", Discipline of Geriatrics and Gerontology/DIGG -Federal University of São Paulo/UNIFESP. Inclusion criteria were elderly aged 60 years or above, of both genders, with chronic pain lasting for more than three months and intensity above 30 mm by VAS. Exclusion criteria were those with chronic uncompensated diseases, unable to walk or verbally communicate, needing immediate anesthetic treatment at the judgment of the assistant physician, and with cancer pain. All participants have signed the Free and Informed Consent Term (FICT). Socio-demographic data (age, gender, marital status, race, education level) and chronic pain-related data, such as duration and pain intensity measured by VAS were collected. VAS is a tool measuring pain intensity, which varies from no pain (0mm) or the worst possible pain (100mm), being mild pain from 0 to 3mm, moderate pain from 31 to 70mm and severe pain above 70mm 12 . GPM-P (Attachment 1) was then applied. It has a total score obtained by the sum of scores of its items, which varies from "zero pain" (total 0) to "severe pain" (total 42), being adjusted for total score with variation from 0 to 100 (total adjusted score) when the sum of final scores is multiplied by 2.38. Total adjusted score allows the classification of pain as mild, for scores varying from 0-30, moderate for scores from 30-69 and severe for scores above 70. The test was applied by two independent interviewers (E1 and E2) on the same day. In a maximum period of 14 days, without any analgesic intervention, GPM-P was once more applied, now by just one interviewer (E1). Such procedure was adopted to study GPM-P psychometric properties. Tool reliability was obtained via its internal consistence and reproducibility; construct study was carried out for validity (construct validity). There are different approaches to validate a tool. Face validity subjectively evaluates whether the tool measures what is intended to be measured (validity already given to GPM-P in its translation and cultural adaptation process) 10 ; content validity evaluates whether tool components represent the dimension of what is intended to be measured (validity also already given to GPM-P) 10 ; construct validity, one of the most important processes for tool validation, involves the comparison with commonly used clinical parameters. To get construct validity in this study, we have correlated GPM-P questions 19 and 20 (Q 19 and 20) , pain-related categorical variables with pain VAS, as well as GPM-P "total adjusted score" correlations with VAS and also with functionality according to basic (BDLA) 13 and instrumental (IDLA) 14 activities, being that this latter correlation was observed in just one convenience subsample. Two-proportion equality test was used to characterize relative frequency distribution of qualitative variables; Cronbach Alpha Coefficient was used for internal consistency; Paired Student t test was used for reproducibility; and Intraclass Correlation Coefficient (ICC) was used for reliability. Pear-son Correlation was used for construct validity. Significance level was 5%. This study was approved by the Ethics Committee, Federal University of São Paulo (CEP 824,142/2014).
RESULTS
Our sample was made up of 70 elderly people, being that 19 of them have not attended the last interview. Reasons for absence were not obtained, notwithstanding the efforts to get them. There has been frequent presence of long-lived (80 years old or above), females (87.0%), Caucasian (67.8%), widow/er (53.8%) ( Tables 1 and 2 ). With regard to pain, most prevalent intensities according to VAS were moderate and severe, with mean duration of 10.77 years ( Table 1) . Convenience subsample (n = 37) was primarily made up of female elderly, Caucasian, widows, low education level (1-4 years), functionally independent, with moderate pain with mean duration of 3 months to 1 year (Table 3) . GPM-P has demanded a short period to be applied, with mean time varying from 5 to 7 minutes. With regard to internal consistency, according to Cronbach Alpha Coefficient, values for all interviews were very good (above 0.6) ( Table 4 ). There has been <50% Variation Coefficient when reproducibility was evaluated, which has shown low variability of results and, as a consequence, their homogeneity (Table  5 ). There has been no statistically significant difference between observers (E1 and E2) and intra-observer (E1 and E1 final interview). So, GPM-P has shown good reproducibility (Table 5) . GPM-P "total adjusted score" had low correlation with pain intensity by VAS, because there has been variation coefficient ("r") between 20 and 40% ("r"=25.2%; p=0.035) (Table 6). According to ICC, the correlation between GPM-P "total adjusted score" and pain intensity by VAS was not statistically significant. However, considering GPM-P Q19 and Q20 and VAS, there have been higher and statistically significant correlations (45.5% and 51.9%, respectively) ( Table 6 ). So, after analyzing GPM-P construct validity, there have been correlations classified as regular ("r" between 40 and 60%) and, in this case, for being positive correlations, the higher the pain by VAS, the higher GPM-P Q19 and Q20 scores. There have been no significant correlations between GPM-P "Total Adjusted Score" and functionality, considering IDLA and BDLA (p=0.054 and p=0.185, respectively.
DISCUSSION
This study had a higher number of long-lived elderly people, which is the population growing the most worldwide 15 . We have also observed a higher prevalence of females (87% of total sample and 84% of subsample), in line with the literature which points to a feminization of aging, even among longlived elderly people 16 . A Sweden study has observed that pain prevalence peak is around 65 years of age, decreasing among long-lived elderly (75 to 84 years old or above) 17 , but this was not observed in our sample. However, pain detection among the elderly may be difficult because many of them do not report pain for considering it a normal aging consequence 18, 19 . Our sample, although small, has not limited the analysis of results. Not all patients attended the final interview (approximately 73% of total sample); however it is worth mentioning that pain might have limited their attendance since very often they live far away or need third parties to take them to consultations. It was observed that the studied tool, GPM-P, was easy to be understood by the elderly, demanding a short period for its application (5 to 7 minutes). By studying its measurement properties, as to internal consistency, scores were very good with "Cronbach Alpha Coefficient" considered high (above 0.70) for all interviews (E1, E2 and E1 final interview). Lit- erature has shown high original GPM internal consistency (α=0.9445) 9 and of its translated versions, such as the European version (α=0.91) 20 and the Korean version (α=0.92) 21 . Cronbach alpha coefficient scores are considered adequate when above 0.60; however Kline 22 considers minimally acceptable scores above 0.70. Reproducibility has also shown to be adequate. Such property should be tested by more than one evaluator (interobserver) and by a same evaluator (intra-observer) to get "repeatability" of the method. Our study has shown low correlation between GPM-P "total adjusted score" and pain intensity by VAS, but one should note that pain VAS, which is a one-dimension tool, was used in this study. We decided not to use a "golden standard" multidimensional tool, which was a limitation of our study, because in Brazil there is no easy-to-apply questionnaire for multidimensional pain evaluation, especially among the elderly. McGill Questionnaire 6 , not specifically developed for the elderly, has been already validated in Brazil, including validation on elderly samples; however this tool has been already widely used with DIGG/UNIFESP patients, being observed major understanding difficulties among these patients. Moreover, several limitations for its geriatric use have been described, such as difficulty to be understood by the elderly, by people with low education levels and with concentration difficulties. So, this study decided to use pain VAS alone. GPM-P questions quantitatively addressing pain intensity (Q19 regarding pain intensity the day of the interview and Q20 related to pain in the last seven days) were correlated to VAS for construct validity and there has been a correlation classified as regular. It is known that the application of visual analog tools for the elderly, such as VAS, is not free from problems. According to Gagliese & Melzack 23 , approximately 30% of the elderly without cognitive deficits may be unable to complete this type of scale. Also for construct validity, GPM-P "total adjusted score" was correlated to functionality but there has been no significant correlation. So, GPM-P was unable to show association between pain intensity and functionality among evaluated elderly individuals. Literature review shows increased interest in studying aging and its consequences. Chronic pain among the elderly is very important for clinical practice because it may determine noxious consequences varying from mobility impairment to the favoring of falls, which put at risk the independence and also the lives of the elderly.
CONCLUSION
In our study, GPM-P measurement properties were analyzed and it was shown to be reliable and valid for multidimensional pain evaluation among the elderly. It was also observed that it is an easy and fast tool to be applied, in addition to being well understood by the elderly. Studies with larger samples may contribute to reinforce the validity of this tool. 
